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Abstract 
The topic of incivility is a well-researched long-standing issue in nursing literature. Incivility and 
its associated human and financial costs are a significant issue in healthcare. Psychiatric nurses 
work in sites that have the highest incidents of violence and incivility in health systems. 
Registered Psychiatric Nurses (RPNs) are a separate and distinct profession in Western Canada. 
This study explored the RPN lived experience of incivility using a descriptive phenomenological 
approach. The research question was: what is the meaning given to the experience of incivility 
by RPNs?  Data collection methods were semi-structured interviews and personal written 
narratives using an online survey. The research was conducted at three acute psychiatric units in 
the province of British Columbia, Canada. Eight RPNs provided descriptions of their experience 
of incivility working in acute psychiatric services. Five themes emerged from data analysis: 
managing incivility from patients is part of the job, RPNs experience incivility from health care 
professionals, relationships changed after the experience of incivility, ethical dilemmas resulted 
from the experience of incivility, and personal resilience is variable. Under the theme of ethical 
dilemmas, data were grouped into two dilemmas or subthemes: therapeutic rapport versus 
personal safety, and professional communication versus interpersonal issues. Under the theme of 
personal resilience, five aspects of resilience were grouped into subthemes: emotional support 
from a trusted colleague, life experience and education, professional boundaries, reflective 
practice, and self-care. Findings are discussed in light of current literature, significance, strengths 
and limitations, and implications for future research.  
Keywords: psychiatric nursing, registered psychiatric nurses, civility, incivility, bullying, 
verbal and physical aggression, emotional and physical violence, vertical horizontal, and 
lateral violence. 
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Chapter 1: Introduction 
The phenomenon of incivility within health care services and the profession of nursing is 
a long-standing and well-researched issue.  In a joint statement on workplace violence in the 
health sector, the International Labor Organization (ILO), International Council of Nurses (ICN), 
World Health Organization (WHO) and Public Services International (PSI) report that workplace 
violence both physical and psychological has become an increasing global problem (2002). The 
phenomenon of bullying in the profession of nursing (Canadian Nurses Association [CNA] & 
Canadian Federation of Nurses Unions [CFNU], 2014; Ciocco, 2018) affects every country and 
every specialty of nursing. The CNA and CFNU report that “in Canada’s healthcare 
environment, workplace violence and bullying are frequent occurrences” (2014, p. 5).  
Psychiatric nurses work in health service sites that have the highest incidents of violence and 
incivility in health systems (Edward, Ousey, Warelow & Lui, 2014; Hinchberger, 2009; ILO, 
ICN, WHO, PSI, 2002; Magnavita, 2013).  
In Canada, psychiatric nursing is a specialty of general nursing. Nurses may choose to 
specialize (CNA, 2020) by becoming Certified in Psychiatric and Mental Health Nursing Canada 
(CPMHNC), or with experience in mental health, work as a Psychiatric Mental Health Nurse 
(PMHN). Western Canada has a separate and distinct profession known as Registered 
Psychiatric Nurse (RPN)1. In Western Canada, both PMHNs and RPNs provide psychiatric 
nursing services. The fundamental difference in these designations is in education preparation 
models (Tipliski, 2004).  PMHNs obtain a generalist nursing degree and then specialize in 
 
 
1 In this study RPN refers only to Registered Psychiatric Nurses in Western Canada.  Eastern 
Canadian provinces from the Ontario Manitoba border may use the term Registered Practical Nurse 
(RPN) interchangeably with Licenced Practical Nurse (LPN)  
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mental health, while RPN preparation follows a specialist education model in psychiatric and 
mental health nursing (Robinson, n.d.). General nursing literature, which includes the PMHN 
area of specialization, may not accurately describe the lived experience of RPNs. There is a gap 
in the literature on the phenomenon of incivility within the profession of RPNs. The purpose of 
this study was to explore the RPN’s lived experience of incivility.  The research question was: 
what is the meaning given to the experience of incivility by RPNs?   
Clark defines incivility as “rude or disruptive behaviours which often result in 
psychological or physiological distress for the people involved, and if left unaddressed, may 
progress into threatening situations” (2009b, p. 194).  Figure 1 describes Clark’s model of a 
continuum of incivility2 to illustrate a range of behaviours.  




2 Clark, C. M. (2017). Creating and sustaining civility in nursing education, 2nd ed. Indianapolis, 
IN: Sigma Theta Tau International Publishing. Copyright 2017 by Clark. Reprinted with 
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In general, incivility is rude or discourteous behaviours towards others, which are an assault on 
human dignity (Clark, 2013a).  
Descriptive phenomenology was the qualitative method chosen to answer the research 
question. The rationale for choosing this approach was that it allowed for a detailed description 
of the perceptions of RPNs and the meaning given to their own lived experience of incivility.  
The qualitative research approach with its philosophical view of multiple realities (Creswell, 
2013), and ways of knowing as dynamic and changing (Struebert & Carpenter, 2011) is best 
suited to understand the lived experience of RPNs. The theory of social constructivism 
(Creswell, 2013) provides a lens to view the phenomenon of incivility. Incivility is not just a set 
of behaviours but a dynamic interaction constructed between individuals and groups.  
A literature review described in Chapter 2 was performed in advance to justify the need 
for the study and situate its data within the body of current nursing literature. The research was 
conducted with RPNs employed at three hospitals that provided acute psychiatric services. A 
purposive sampling method used data collected through individual semi-structured interviews 
and written personal narratives over three months, from January to March 2020.  Eight responses 
were obtained out of a total of 77 RPNs employed on all three units. Chapter 3 contains a 
detailed description of the methodology used, and Chapter 4 provides a review of the research 
findings. A discussion of the research findings in light of current literature, significance, 
strengths and weaknesses, and implications for future research follows in Chapter 5, with 
conclusions reached in Chapter 6. 
The results of this study can be used to inform nursing administration practices by 
adapting policies to create civil work environments. There is potential to generate strategies to 
create civil work environments in acute psychiatric, mental health, and other health service areas. 
4 
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Data generated may contribute to nursing theory, which affects client care. The data will advance 
the profession of psychiatric nursing by adding the RPN voice to its body of knowledge and 
situate that data in current general nursing literature.  
5 
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Chapter 2: Literature Review  
A review of relevant literature was conducted using the internet-based academic search 
engines EBSCO and Cumulative Index to Nursing and Allied Health Literature (CINAHL).  The 
search terms and combinations of search terms included: psychiatric nursing, registered 
psychiatric nurses, civility, incivility, bullying, verbal or physical aggression, emotional or 
physical violence, vertical horizontal, and lateral violence. The search expanded to include 
nursing within mental health settings. Books on incivility within nursing and related documents 
were reviewed.  An online search using Google resulted in a sampling of online discussions and 
anecdotal experience of incivility in nursing. The following literature review describes the 
prevalence of incivility in psychiatric nursing, its effects, and prevention strategies and solutions 
currently in place.  
Prevalence in Psychiatric Nursing 
Psychiatric nurses work in health service sites that have the highest incidents of violence 
and incivility in health systems (Edward, Ousey, Warelow & Lui, 2014; Hinchberger, 2009; ILO, 
ICN, WHO, PSI, 2002; Magnavita, 2013). Within nursing, the largest source of violence to 
healthcare providers is patients or clients (Ciocco, 2018).  Aggression against nurses is an under-
reported problem in facilities for psychiatric patients (Magnavita, 2013). Under-reporting 
aggression may be due to a culture where managing violence is viewed as part of the psychiatric 
nurse’s job. The justification for not reporting aggression is that the patient is ill, or their 
condition may make them more inclined to violence (Ciocco, 2018). In a study of 166 RPNs in 
Saskatchewan, 45 percent of that number reported they were bullied at work over the previous 
year (Stadnyk, 2012).  
6 
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Effects of Incivility 
Psychiatric nurses. Incivility affects the physical and psychological health of nurses and 
psychiatric nurses (Clark, 2013a; Edward, Ousey & Warelow, 2014).  Nurses may report the loss 
of sleep, depression, lack of motivation, and loss of wages (Ciocco, 2018). A loss of wages may 
occur due to reduced income on disability benefits or leaving the profession. A study of RPNs in 
Saskatchewan concluded that nurses exposed to verbal or physical abuse often experienced a 
negative psychological impact (Stadnyk, 2012). The Crisis Prevention Institute (CPI, 2017) 
identifies the negative impact of trauma on individuals and the potential effects of vicarious 
trauma on psychiatric nurses.  
Nursing students and new graduates are the most vulnerable groups to experience 
incivility.  Meisner (1986) opened the topic of incivility in nursing education by posing the 
question, do nurses eat their young? She described academic incivility of nursing educators and 
administrators who use an authoritarian approach, and unrealistic course or workloads of the 
novice nurse. Many online nursing forums offer anecdotal reports on incivility (Katz 2014; Olin, 
2011; Thieman, 2014), asserting that disrespectful behavior is ongoing. Student nurses may be 
socialized to accept incivility as a ‘rite of passage’ and repeat the same action in their careers 
(Hinchberger, 2009). In a sample study of 26 undergraduate nurses in the United Kingdom, 
Thomas, Jinks and Jack (2015) note that resilience and finessing incivility are part of the 
transition and socialization to clinical practice.  The Workplace Bullying Institute (2017) notes 
that those who do not want to be bullied may become part of the group supporting the bully to 
avoid being targeted themselves (Burger King & Workplace Bullying Institute, 2017). 
Incivility affects the professional development and sustainability of the nursing 
profession (Boateng, & Adams, 2016; Emblad, Kodjebacheva, & Lebeck, 2014).  The most cited 
7 
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reason nurses give for leaving their job is bullying (Christie & Jones, 2014; Ciocco, 2018). Due 
to poor treatment by coworkers in one province, 60 percent of new nursing graduates leave their 
first position within six months, and 50 percent of that number will quit the nursing profession 
(CNA & CFNU, 2014). Victims of bullying have reported that using formal and informal 
organization channels to end bullying was experienced as emotionally draining, and ineffective 
(Johnson & Rea, 2009). While aggression from clients will elicit sympathy from colleagues, 
horizontal violence from coworkers is more disturbing and isolating to the victim (CNA & 
CFNU, 2014).   
Patients or clients. Incivility in healthcare settings has detrimental effects on patient care 
(Clark, 2009a; Etienne, 2014; Hamblin et al., 2015; Mikaelian, & Stanley, 2016; Nickitas, 2014). 
These effects include: adverse patient events, medication and treatment errors, altered patient 
safety, decreased quality of patient care, patient mortality, and decreased patient satisfaction 
(Clark, 2013a; Chipps & McRury, 2012; Etienne, 2014). Stressful environments, verbal 
outbursts, and condescending attitudes create a breakdown in the collaboration necessary to 
deliver patient care (Olin, 2011).   
Workplace. Incivility is a prevalent form of mistreatment (Hamblin et al., 2015) in 
healthcare workplaces, and contributes to low morale and productivity (Ciocco, 2018). Clark 
(2013a) notes that stress in the workplace is a significant factor in uncivil environments.  The 
ILO, ICN, WHO, PSI identify types of worksites at higher risk of violence or incivility.  They 
include worksites:  
• “located in suburban, highly populated and high crime areas, small and isolated, 
understaffed,  
• under the strain of reform and downsizing, 
8 
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• working with insufficient resources, including inappropriate equipment, 
• functioning in a culture of tolerance or acceptance of violence, 
• working with a style of management based on intimidation, noted for poor 
communication and interpersonal relationships.” (2002 p. 12). 
Healthcare system. Healthy work environments are essential to ensure optimal staff 
recruitment and retention and the fiscal sustainability of healthcare organizations (Pearson, & 
Porath, 2009; Porath, 2018). The Canadian Institute for Health Information (CIHI, 2018) reports 
the lowest average of regulated nurse supply over the last 10-year period between 2008 and 
2017. There is a direct relationship between workplace incivility, and staff turnover (CNA & 
CFNU, 2014; Emblad, Kodjebacheva, & Lebeck, 2014; Laschinger, Wong, Cummings, & Grau, 
2014; Smith, Andrusyszyn & Laschinger, 2010). While incivility is considered “…a structural 
and strategic problem rooted in social, economic, organizational and cultural factors” (ILO, ICN, 
WHO, PSI. 2002 p.9), the cost to healthcare systems (Etienne, 2014; Pearson, & Porath, 2009) is 
prohibitive. With the combined trends of declining nursing supply and workplace incivility, 
nursing retention is a growing issue.    
Prevention Strategies and Solutions 
Government agencies. The Canadian labour standards (Government of Canada, 2018) 
outlines the duty of employers to provide a safe working environment, and the Canadian Centre 
for Occupational Health and Safety (CCOHS, 2018) gives a guideline on the topic of bullying. In 
British Columbia (BC), the Workers Compensation Board of BC (2018) has developed a 
handbook on preventing and addressing workplace bullying and harassment. In Canada, where 
there is no specific provincial or territorial legislation on bullying, there is still a general clause 
9 
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that holds employers responsible for protecting employees at work from harm, and this includes 
physical and mental health (Government of Canada, 2018).   
Professional bodies.  Both the CNA (2008) and the Registered Psychiatric Nurse 
Regulators of Canada (RPNRC, 2014) have standards of practice, which include an expectation 
of professional conduct by nurses and respect for the worth of each person.  The ILO, ICN, 
WHO, PSI (2002) has created a framework guideline for addressing workplace violence in the 
health sector. The American Nursing Association (ANA, 2015) has developed position papers, 
books, and digital resources.  The CNA and the CFNU (2014) in a position paper list actions that 
employers and nurses can take to prevent violence in the workplace.  The Mental Health 
Commission of Canada (Gilbert & Bilsker, 2012) has created the National Standard of Canada 
for Psychological Health and Safety in the Workplace. This document is a voluntary set of 
guidelines to assist organizations in promoting mental health and prevent psychological harm at 
work.  
Healthcare administration.  Leadership has an essential role in reducing the incidents of 
incivility (Ceravolo, Schwartz, Foltz-Ramos & Castner, 2012; CNA & CFNU, 2014). Health 
organizations have mission and value statements, which include the concept of respect. For 
example, in one health organization in BC, the value statement is quality, integrity, respect, and 
trust. These types of values need to be part of guiding conduct and socializing staff within the 
organization. An atmosphere of empowerment (Laschinger, Wong, Cummings & Grau, 2014) 
correlates with a civil and positive work environment. Anthony and Huckshorn, describe the 
importance of principled centered leadership in mental health and the role of empowerment in 
assisting staff become more engaged at work (2008). In the United States, a survey (Yanchus, 
10 
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Periard, & Osatuke, 2017) of 10,997 mental health employees, which included mental health 
nurses, found that predictors of job satisfaction were civility and supervisory support.   
Incivility in the workplace is linked to a misinformed management style and inadequate 
leadership skills (Ciocco, 2018; Goleman, 2013). Managers need to understand and model the 
behaviours of civility (Mitchell, 2008) and develop interventions to assist nurses in improving 
the work environment (Etienne, 2012).  Education and skill training for staff have been designed 
and are accessible to administrators. Examples of this training include; the nurse as the wounded 
healer (Christie & Jones, 2015), a twelve-step program to teach civility (Kerber, Jenkins, Woith 
& Kim, 2012), and assertiveness training, (Sanderson, 2013).  There are multiple online 
resources and courses from organizations like the National Institute for Occupational Safety and 
Health (NIOSH, 2017) and the ANA (2015).  Passionate About Creating Environments of 
Respect and Civilities (PACERS) provides a civility toolkit (2015), for health organizations, and 
measurement instruments have been created (Clark, 2013b; Clark, Landrum, & Nguyen, 2013) to 
assist organizations in steps toward a more civil environment. 
Literature indicates that incivility is a professional issue in psychiatric nursing. The 
experience of general nursing applied to RPNs may not accurately describe the phenomenon of 
incivility within the profession of registered psychiatric nurses. For example, there is an 
expectation that psychiatric nurses manage verbal and physical aggression as “part of the job.” 
Education preparation differs for psychiatric nurses in Western Canada (Robinson, n.d.; Tipliski, 
2004). It is unknown if this may be a factor in interprofessional incivility. Literature indicates 
that the most vulnerable to incivility are nursing students and new graduates. One could infer that 
the same may also apply to psychiatric nursing students and new RPNs. The literature suggests 
that just as for any health service, the administration of psychiatric or community mental health 
11 
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services has no one method which addresses incivility.  The RPN experience of incivility in the 
psychiatric environment and mental health services has received limited attention. Further 
research is necessary to fully understand the effects of incivility on psychiatric nursing practice, 
education, and administration. 
  
12 
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Chapter 3: Research Method 
A qualitative descriptive approach was chosen to explore the topic of how RPNs working 
in acute psychiatric services perceived their experience of incivility. This chapter describes the 
philosophical assumptions of the qualitative paradigm, descriptive phenomenology, and social 
constructivism. The researcher’s role, data sources, collection, and analysis are outlined.    
Ethical considerations are discussed, including the protection of participants, benefits to 
participants, and the trustworthiness of this research.   
The Qualitative Paradigm 
Qualitative research makes several philosophical assumptions. From an ontological 
perspective, the composition of reality contains multiple realities (Creswell, 2013). Ways of 
knowing are a dynamic changing process (Struebert & Carpenter, 2011). This assumption is 
demonstrated by using data from participants who offer their unique perception of reality. From 
an epistemological perspective, there is an assumption that the researcher is as close as possible 
to the participants being studied, so research is conducted where the participants live and work 
(Creswell, 2013). There is also an axiological assumption that all researchers bring values to a 
study (Creswell, 2013). In qualitative research, the researcher states their values and positions 
themselves in the study. Another assumption is that the methodology of qualitative research uses 
inductive reasoning (Creswell, 2013) to extract meaning from the emerging data. Inductive 
reasoning is a process where the details of the experience contribute to a general understanding 
of the phenomenon, as opposed to deduction, where a general theory or hypothesis is developed, 
and the researcher seeks to prove it (Struebert & Carpenter, 2011).  
These qualitative assumptions are embedded in the interpretative framework of social 
constructivism. In this framework, individuals seek to make sense of their world by creating 
13 
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subjective meaning to their experience (Creswell, 2013). These subjective meanings are formed 
through interactions with others in the context of historical and cultural norms operating in 
individuals’ lives (Creswell, 2013). The philosophical view of social constructivism underpins 
this study.  Incivility viewed through the lens of social constructivism is a dynamic social process 
constructed between individuals, groups, and organizations.  
Descriptive Phenomenology 
The qualitative methodology used in this study is descriptive phenomenology. There are 
two main phenomenological approaches evident in nursing literature, descriptive and interpretive 
(Lopez & Willis, 2004). Descriptive phenomenology was developed first and followed the 
tradition of Husserl (1965). This philosophy emphasizes that knowledge of reality should start 
with conscious awareness. Meanings are the intentional acts or contents of conscious acts 
(Husserl, 1965). This approach involves exploring the phenomena as free as possible from 
unexamined presuppositions (Streubert & Carpenter, 2011).  Descriptive phenomenology seeks 
to use the actual words of the participants to capture the essence of meaning given by the 
participant. In interpretive or hermeneutic phenomenology, the researcher interprets and provides 
context to data.    
Exploring the concept of incivility using a descriptive phenomenology approach allows 
for a detailed description of the phenomenon.  The aim is to offer an understanding of the inner 
meaning of that experience. The rationale for using this approach is that it is the most effective 
method to answer the research question, what is the meaning given to the experience of incivility 
by RPNs?   
14 
INCIVIITY IN PSYCHIATRIC NURSING 
 
Researcher Role 
 The researcher is an RPN, currently employed in a management role within a large 
health organization in British Columbia, Canada. The focus of this role is to support the 
integration of technology into nursing practice within the organization. The researcher has 
experience working in acute psychiatric services, community mental health services, and 
educator roles within the organization. Educational preparation of the researcher includes a 
Bachelor’s of Science in Psychiatric Nursing and current enrollment in the Masters of Psychiatric 
Nursing program at Brandon University.  
The researcher’s role is as an instrument of data collection, immersed in the data, who 
listens to individual descriptions during the interview process (Struebert & Carpenter, 2011), to 
preserve the participant’s unique lived experience. A bracketing process used, means that before 
the researcher is interviewing participants, or reviewing written narratives, any presuppositions, 
expectations, and judgments are identified and set aside. Spiegelberg (1960) defines a three-step 
process in descriptive phenomenology, intuiting, analyzing, and describing.  Through this three-
step process, the participant experience is transformed into the essence of that experience. The 
researcher’s reflexivity supports this process and generates a written document.  
Data Sources 
Setting. The southern Interior Health (IH) region of the province of British Columbia (BC), 
Canada, is a diverse geographic area covering 215,000 square kilometers with a population of over 
750,000. Hospitals based psychiatric services serve rural and urban communities in their 
catchment areas. Figure 2 provides a snapshot of quick facts about the area (IH, 2020). Six 
hospitals provide acute psychiatric services. These services include inpatient short-term 
psychiatric services, assessment, and treatment planning. Each acute psychiatric unit is staffed by 
15 
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a multi-disciplinary team of health care professionals, which include Psychiatrists, RPNs, PMHNs, 
Licensed Practical Nurses (LPN), and Social Workers (SW). Leadership in each unit reflects the 
same multi-disciplined approach. Manager designations, where the research was conducted, 
included RPN, CPMHNC, and SW professions. Patient Care Coordinators (PCC) coordinate 
admission and discharge of patients from acute psychiatry and act as ‘charge nurse’ during the day. 
The research was conducted over three months (January to March 2020) at three hospitals with 
acute psychiatric services.   
Figure 2 Interior Health Quick Facts 
 
 
Participants. The inclusion criteria required that the participant be an RPN who is 
currently working, or has formerly worked on the acute psychiatric unit, and has experienced 
incivility in some form on the psychiatric unit in the past twelve months. The experience of 
16 
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incivility was limited to the specific acute psychiatric unit under study. The timeframe was 
limited to the past twelve months to avoid historical accounts of incivility, and focus on present 
culture.  At the time of data collection, a combined total of 77 RPNs were employed on the units 
in either direct care or leadership roles. 
Data Collection 
Gaining access to the site. The researcher contacted the manager of each psychiatric 
unit. The manager acted as a gatekeeper and guide to the researcher’s knowledge of the 
workplace culture.  A digital copy of the poster presentation (see Appendix B), and consent form 
(see Appendix C) was provided in advance of a scheduled meeting with each manager. The 
meeting allowed for feedback on the content of the presentation, its possible benefits to the unit 
culture, and the next steps to collect data.  Managers agreed to support the research by having a 
poster presentation displayed in a common area on the unit and assigning an administrative 
support person to work with the researcher. 
Data generation.   The sampling method used was purposive. Data collection methods 
used were a semi-structured interview, and a written personal narrative using an electronic 
survey.  To generate interest and provide background information for the study, a laminated 
poster presentation measuring 20 by 40 inches entitled, Incivility in psychiatric nursing: A 
literature review (see Appendix B) was displayed in a common area at each site.  An 
administrative support person facilitated presenting the poster and distributed a follow-up email 
(see Appendix D) to all RPNs working on each unit. The email invited participation in the study 
through an individual interview or personal narrative using an online survey. Both the email and 
an attached consent form (see Appendix C), introduced the researcher and provided information 
on the expectations of participants. Participants could choose to contact the researcher directly or 
17 
INCIVIITY IN PSYCHIATRIC NURSING 
 
click on an electronic survey link.  Eight participants (10.4%) responded out of a potential 77 
RPNs.  
Research Questions. Individual interview questions (see Appendix E) and the electronic 
survey (see Appendix F) gathered demographic information and asked eight open-ended 
questions.  During the interviews, the questions guided the participant in describing their lived 
experience without the researcher leading the discussion (Struebert & Carpenter, 2011). The use 
of clarifying questions served to understand participant statements better.  Individual interviews 
conducted by phone and in-person meetings varied in length from 30 to 60 minutes. The personal 
narratives were anonymous and allowed the participant to write their descriptions without any 
influence from the researcher.    Each interview was recorded, using an MP3 digital recorder 
(Sony, 2018), and then transcribed using NVivo 12 encrypted software (2018). Each participant 
was assigned a unique code (e.g., P01 through P08). Five interview transcripts and three written 
personal narratives were uploaded to NVivo 12 encrypted software for data analysis.  
Data Analysis   
The descriptive phenomenology steps identified by Spiegelberg (1965) include intuiting, 
analyzing, and describing. These steps guided the coding process in NVivo 12 software to 
facilitate classifying data (Dixon, 2014).  
Intuiting. The researcher began with a bracketing process, which was critical to 
approaching and analyzing data. The researcher sets aside presuppositions, expectations, and 
judgment on what incivility is or is not.  This bracketing process allowed the researcher to be 
open to the data. The researcher listened to recordings and read narratives multiple times to 
become immersed in the data and the perceptions of the participants. Transcripts generated from 
the software were reviewed and edited in conjunction with recordings to ensure accuracy.  After 
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listening and reviewing each transcript repeatedly, the researcher engaged in an ongoing process 
of reflection to determine the essence of meaning in the participants’ statements.    
Analysis.  A thematic analysis was conducted using NVivo software. This analysis 
provided a textual description of the participants’ experience and a structural description of the 
context of the experience (Creswell, 2013). Significant statements were grouped into a list of 
non-repetitive, non-overlapping statements. Statements were organized in clusters of meaning or 
themes and coded. Themes emerged in the data, and sub-themes were identified.  These steps 
were completed to determine the deeper essence of meanings in the data. Data analysis 
confirmed that data saturation had been achieved.  
Describing.  The goal of describing is to communicate in writing verbal descriptions of 
critical elements of the phenomenon (Struebert & Carpenter, 2011). A composite description of 
the phenomenon, incorporating both textual and structural descriptions, was created in the 
software as a memo. This composite description or essence of the experience was then verified 
by returning to the participant. Any new data revealed during the validation process was 
incorporated into the description. 
Ethical Considerations 
Ethics approval was obtained from the Brandon University Research Ethics Committee 
(BUREC, see Appendix G). The IH Research Ethics Board approval (see Appendix H) and 
institutional approval (see Appendix I) were obtained before commencing research.  The research 
was designed to protect the confidentiality and psychological well-being of the participants. 
Protection of Participants. Written narratives were obtained through the use of an online 
survey (Hosted in Canada Surveys, 2018). The consent form was included in the survey, and 
required a yes or no response, to proceed with the survey.  Completion and submission of the 
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survey constituted consent. In the event of any distress from recalling events, the contact 
information for the organizations’ Employee Family Assistance Program (EFAP) services was 
provided in the consent form.  Online survey data is anonymous. Data from the survey was 
encrypted and stored in Canada in compliance with Canadian privacy legislation.  
Interview participants signed a formal consent form (see Appendix C), which included 
consent to record the interview. Phone and in-person interviews were carried out at private 
locations and times agreed upon by the researcher and participants. The confidentiality of 
interview participants was maintained by using code numbers to conceal identities. Data 
recordings were stored in NVivo 12 (2018) encrypted password-protected software.  Any written 
notes were stored in a locked filing cabinet and will be destroyed after seven years. Data analysis 
ensured that only the essence of the narrative is identified as opposed to any specific events 
which could be used to identify the participant. Member checking occurred by returning to 
interviewed participants to verify the accuracy of the composite descriptions. Participants could 
ensure that their situation is not identifiable and prevent any potential repercussions from 
management. 
The researcher is an RPN in a management role within the organization, with no authority 
on the participants’ work site. Full disclosure of the researcher’s position was provided in the 
consent form and reviewed at the beginning of the interview to allow the participant to withdraw 
if any perceived power imbalance exists. An administrative assistant sent out a recruitment email 
to RPNs working on the respective units. This action ensured there was no perceived imbalance 
of power, and that the organization’s staff list remained confidential.  All participation was 
voluntary, and no compensation was provided for participation in the research study. 
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The topic of incivility is sensitive, and recall of events may cause distress. A brochure 
providing information on EFAP services (see Appendix J) and contact information were offered 
at the beginning of each interview as part of process consent.  In the event participant distress 
occurred during interviews, the participant had the option to debrief and withdraw from the 
study. No participants indicated any distress during the interviews.  
Benefits to Participants. Participants benefit from the knowledge that they are adding 
the RPN voice to current general nursing literature on a critical issue. Both individual interviews 
and personal narratives allowed the participant to reflect on their experience, identify their 
strengths, and express their views in a safe environment. The manager of the unit had the 
opportunity to use the displayed poster presentation to inform and engage staff discussion on a 
current topic in nursing. A copy of the results of the study will be provided to the unit manager 
and participants after the thesis defense process. Both participants and managers have the 
opportunity to attend a presentation to the IH research department as part of the dissemination of 
research findings.   
Trustworthiness. The goal of rigour in qualitative research is to represent study 
participants’ experiences accurately (Struebert & Carpenter, 2011). Lincoln and Guba’s (1985) 
evaluation process for qualitative research is useful to evaluate this research. This process 
includes the concepts of credibility, transferability, dependability, and confirmability.  
Credibility. Struebert & Carpenter (2011) note that prolonged engagement with a subject 
contributes to credibility.  The researcher’s life and work experience as an RPN in acute 
psychiatry provided an understanding of the practice, context, and culture in the acute psychiatric 
setting.  The clinical skills of establishing rapport, active listening, and probing questions were 
used to elicit detailed descriptions from the participants. Through continuous observation and 
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attending during interviews, relevant details were uncovered, which added depth to participant 
descriptions. Trust was demonstrated by participants who were comfortable disclosing 
information to the researcher.  Triangulation involves using multiple data sources to increase 
understanding (Lincoln & Guba,1985). In this study, triangulation occurred by using two data 
collection methods, with various participants at differing points in time.  Checking back with 
participants to verify composite descriptions was part of ensuring data accuracy. 
Transferability. Transferability refers to “the probability that the study findings have 
meaning to others in similar situations” (Struebert & Carpenter, 2011. p.49). RPNs working in 
acute psychiatric services would find the results of this study meaningful and applicable to their 
work situation. The detailed accounts of lived experience provide the potential for generalizing 
the results to other nurses working in acute psychiatric services, mental health services, or other 
health care professionals.  
Dependability.  Dependability is demonstrated with the credibility of the findings 
(Struebert & Carpenter, 2011). Triangulation, as described previously, can contribute to 
dependability. An audit trail evaluates accuracy and whether findings and interpretations are 
supported by the data (Lincoln &Guba, 1985). This research will be reviewed by a thesis 
committee and subject to a thesis defense process.  
Confirmability. An audit trail is created by a detailed description of the research design, 
data collection methods, and analytical steps, along with the rationale for research decisions. 
Triangulation, as described previously, contributes to confirmability of findings. The researcher’s 
philosophical approach, which underpins this research, is stated. The role of the researcher as an 
instrument of data collection is evident. The reflective practice of the researcher is used to set 
aside preconceptions as part of the bracketing process.   
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Summary 
This chapter included the research design details utilized from a qualitative descriptive 
approach to explore the research question: what is the meaning given to the experience of 
incivility by RPNs?  This approach seeks to describe the lived experience of individuals using 
their actual words to capture the essence of meaning given to the phenomenon. The theory of 
social constructivism was foundational as it views the experience of incivility as a dynamic 
social process constructed between individuals, groups, and organizations.  Data sources and 
collection included a description of gaining access to the site and data generation.  Data analysis 
steps included the intuiting, analyzing, and describing the content of participant narratives. The 
bracketing process and the role of the researcher’s reflexivity were also described. Ethical 
considerations were outlined, including a discussion of the trustworthiness of this study. The 
following chapter describes the research findings.  
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Chapter 4: Research Findings 
This chapter describes participant characteristics and five themes that emerged in the data 
analysis process.  The themes include: managing incivility from patients is part of the job, RPNs 
experience incivility from health care professionals, relationships changed after the experience of 
incivility, ethical dilemmas resulted from the experience of incivility, and personal resilience is 
variable.  Under the theme of ethical dilemmas, data were grouped into two dilemmas or 
subthemes: therapeutic rapport versus personal safety, and professional communication versus 
interpersonal issues. Under the theme of personal resilience, five aspects of resilience were 
grouped into subthemes: emotional support from a trusted colleague, life experience and 
education, professional boundaries, reflective practice, and self-care. Each theme and its 
subthemes are described in detail in each section. Table 1 provides an overview of themes and 
subthemes.  
Table 1: Themes and Subthemes 
Theme Subthemes 
Managing incivility from patients is part of the 
job 
 
RPNs experience incivility from health care 
professionals 
 
Relationships changed after the experience of 
incivility 
 
Ethical dilemmas resulted from the experience 
of incivility 
Therapeutic rapport versus personal safety 
Professional communication versus 
interpersonal issues.   
Personal resilience is variable Emotional support from a trusted colleague 
Life experience and education 
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Participant Characteristics 
All eight participants in this study were RPNs employed in acute psychiatric services, 
who had experienced some form of incivility in the past twelve months in the psychiatric unit 
where they work. Six of the participants were female, and two were male. Two participants were 
between 26-30 years of age, with less than two years’ experience. One participant was between 
31-40 years of age with 3-5 years’ experience. The most significant number, five participants 
were 41-55 years of age with 10-20 years’ experience or over 20 years’ experience. The most 
significant number of six participants, worked in direct care, with two participants in leadership 
roles. Table 1 provides an overview of participant experience, gender, age group, and work role. 
Table 2: Participant Characteristics 
Code RPN Experience Gender Age group Work Role 
P01 10-20 years Male 41-55 Direct Care 
P02 0-2 years Female 26-30 Direct Care 
P03 10-20 years Female 41-55  Leadership 
P04 10-20 years Female 41-55 Direct Care 
P05 0-2 years Female 26-30 Direct Care 
P06 over 20 years Female 41-55 Direct Care 
P07 3-5 years Female 31-40 Leadership 
P08 10-20 years Male 41-55 Direct Care 
 
Emergent Themes 
Managing incivility from patients is part of the job.  All participants working in both 
direct care and leadership roles acknowledged that managing incivility from patients was a part 
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of the RPN job. Patients are the largest source of incivility, and uncivil interactions are viewed as 
part of their illness. This view is described in the words of one participant.  
You are going to get yelled at. You are probably going to get sworn at. In a perfect 
world, that wouldn’t happen, but given the patients we work with, and given the fact that 
they are not always in a great frame of mind, I think that is, unfortunately, part of the job 
(P05). 
RPNs are expected to have clinical judgment and de-escalation skills to determine the level of 
intervention required in communication with a patient. The nature of the incivility from patients 
varies from rude comments to more extreme forms of physical assault and serious death threats.   
In extreme conditions where there is a risk of violence, a Code White3 may be called to maintain 
safety.  
Participants’ responses to incivility from patients varied greatly. Some participants chose 
to reflect and reframe the experience to adjust practice, give meaning and personal growth. Other 
participants described emotions where they felt frustrated and powerless to change their 
situation. For example, P06 described a sense of hopelessness where they thought they had no 
other option but to “suffer in silence.”  
There is a negative psychological impact on participants from the experience of incivility 
from patients.  Words used to describe their feelings included; tolerable, exhausted, powerless, 
trapped, anger, fear, shook up, and frustration. The primary coping strategy identified by 
 
 
3 Code White is an emergency response to a violent incident in a healthcare workplace (IH, 
2020). Training is provided by the organization to staff from differing hospital departments to be part of a 
Code White team. When a Code White is called in psychiatry, team members from other departments and 
security personnel respond. This process usually involves medical and physical restraint of a patient and 
movement to a secure psychiatric Intensive Care Unit (ICU). 
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participants is support from a trusted colleague and specific self-care strategies. All participants 
recognized the importance of specific actions required to heal or recover from uncivil 
interactions with patients.   
RPNs experience incivility from health care professionals.  Five of the eight 
participants described their experience of incivility from health care professionals. This 
experience was a common occurrence associated with the work of RPNs in acute psychiatric 
services. The nature of incivility from other health care professionals was described as: 
dismissive comments, eye-rolling, coming to meetings late, interrupting and whispering during 
meetings, ignoring, backhanded, or passive-aggressive comments, bullying, and intimidation.  
The emotions experienced included feeling afraid, undermined, disrespected, powerless, 
targeted, frustrated, and angry. 
The actions that were taken by participants included some form of communication 
attempt and consulting with leadership to resolve the situation. Other actions included avoidance 
or “look for other work opportunities.” Unresolved interpersonal issues between nurses and other 
professions contributed to feelings of powerlessness and comments such as “the system is 
broken.” All uncivil interactions between participants and other health care professionals 
resulted in a combination of disengagement, and reduction in information sharing or 
collaboration. RPNs with less than two years experience responded to dismissive comments, and 
eye-rolling behaviours from senior nurses with avoidance, and stopped asking questions. 
The perceptions of management ability to be a resource to staff, or resolve incivility 
issues in the workplace varied. Participants with less than two years of experience had a 
favorable view of management as a resource. The most significant number of participants with 
10-20 years of experience or more, expressed no positive sentiment toward management. This 
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sentiment ranged from no comment, discomfort, or lack of trust and a strong negative sentiment 
of frustration and anger. Management turnover in acute psychiatric services was described as 
contributing to a lack of trust and confusion on vision and direction.  
Differing perceptions of the RPN scope of practice in acute psychiatric services 
contribute to uncivil interactions. Patient care planning on psychiatric units where the research 
was conducted, is shared between psychiatrists, nurses, and social work professions.  There is an 
overlap in roles between RPNs and Social Work (SW). One participant describes this overlap in 
roles in the following words. “…At times there is some dismissive nature, backbiting. When they 
[SW] take on more of the therapeutic relationship regarding the symptomology or wider…it just 
develops some cross purposes that can be confusing, I think, for the patient as well” (P01). 
Participants also experienced dismissive comments from psychiatrists in response to care 
planning suggestions.  
Participants experienced the impact of incivility, whether they experienced it first hand, 
witnessed it, or heard of it occurring. For example, P05 comments on the understanding of events 
on another shift, which influenced a clinical decision.   
…And the next day, her psychiatrist totally blew up on the nurses and the PCC. He was 
super mad. It was really quite nasty. And so, I knew that, like, if I am going to send her to 
psych ICU, I have to have a very legitimate reason. 
Awareness of uncivil interactions between other nurses on differing shifts resulted in the sense of 
feeling fortunate that it did not happen to them, and thoughts on how to navigate the situation.   
Participants with less than two years of experience only consulted with other nurses who 
were respectful and trusted. There was no distinction made between other senior RPNs or 
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PMHNs. The loss of trust for some senior nurses meant that on some shifts, there was an absence 
of clinical consultation available to new RPNs. P05 reports that: 
I don’t tend to… confront them when they [senior nurses] roll their eyes at me. Maybe 
sometimes, I will try to explain my rationale for why my clinical judgment is the way it 
is…and sometimes they might be a little bit more open to it. 
Groups exist where depending on the focus of practice, educational background, and experience, 
new RPNs transitioning into practice experienced varied levels of colleague acceptance. For 
example, P05 expressed her perspective below on how to work with another nurse whose 
practice was different from hers.  
I just think you practice the way you want to practice. I am going to practice the 
way I think it is appropriate to practice. And we can agree to disagree…as long as 
everyone’s safe. At the end of the day. I think that… a different approach… does not 
mean that I am inexperienced, that it is a bad thing and just maybe means that I have a 
different perspective on things, which I think is partially because of how programs have 
changed over time.” 
Relationships changed after the experience of incivility. Therapeutic rapport with the 
patient after an uncivil experience changed.  Depending on the nature of the incident, participants 
chose to increase vigilance or avoid that patient by changing patient assignments with another 
nurse. P01 states, “… when I do see him [patient] on the ward, I avoid being his nurse …. I have 
kind of put it to the side, and I accepted that it happened. And I just have to hope for the best.” 
P02 states that “…I am not healed from the last interaction, and maybe I need to say I can’t take 
this patient tonight, I just need a break because I don’t think that is going to be a therapeutic 
relationship during that shift.”  
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Participants also described positive changes with patient therapeutic rapport.  After 
personal reflection and consultation with another nurse, the incivility experience was viewed as a 
learning opportunity.  
Now, every time that I work with him [patient], now that he is much more well, he is doing 
a lot better. I have to kind of let that experience go. And even though I remember that it 
happened. So next time, he is unwell. I understand that like medicating on the safer side 
is important and with him or making sure you do like early interventions. I am taking it 
as a learning experience [that] can be really important (P02). 
This view allowed the participant to adjust their approach to the patient, which changed the 
relationship.   
Incivility between RPNs and health care professionals resulted in disengagement with 
avoidance behaviours and a reduction in information sharing. P04 illustrates this point in the 
statements, “I felt frustrated and angry that she was phoning me and interrupting my job and 
also patient care…. I do try to avoid…interacting with her, but it is necessary sometimes. So, it is 
just strictly business...” 
Ethical dilemmas resulted from the experience of incivility.  Six participants described 
ethical dilemmas that were grouped into two general sub-themes, therapeutic rapport versus 
personal safety, and professional communication versus unresolved interpersonal issues. 
Therapeutic rapport versus personal safety. The ethical dilemma to balance therapeutic 
rapport with patients, with personal psychological and physical safety is an ongoing dynamic 
process.  The following comment describes the dilemma of maintaining patient confidentiality 
and the participants’ family privacy and safety. “I do not want to create that stigma.… I cannot 
say [to a family member] “you need to stay away from that guy, he is going to be sick a lot…” 
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(P01). One participant describes the dilemma of managing patient care, safety, and their 
emotional responses. “They are not hurting anyone. In theory, they are just screaming. But in 
reality, it is really hard on everyone’s nerves to deal with…” (P02).  There was a dilemma for 
one participant who questioned her clinical judgment. “But after this incident, … I found that it 
more impacted my self-confidence a little bit and sort of how I felt [about] my judgment as a 
nurse” (P05). 
Professional communication versus interpersonal issues.  The ethical dilemma on how 
to manage interactions with other health care professionals after uncivil experiences were cause 
for moral distress. There is a sense of frustration and not knowing how to proceed in the 
following statement. “…And I feel very undermined. I am not getting anywhere with this person 
and not understanding what we do here…” (P03).  The comment that “… you feel like the system 
is broken” (P04), reflected the frustration of an unresolved issue with another nurse.  One 
participant identifies a dilemma where other staff dismissed her views of personal safety due to 
her history of trauma. The difficulty for this individual is working in an environment she 
perceived as unsafe and responding to other staff with a different perception of that same 
environment. Other dilemmas mentioned previously include finding a way to work with other 
nurses with a differing focus of practice. All of these dilemmas resulted in some degree of moral 
distress, whether that be with patients or tensions working with other staff.  
Personal resilience is variable. Participants did not use the term resilience but all 
described aspects of a continuum of personal resilience. The researcher validated the use of the 
term when checking in with interview participants. The American Psychological Association 
(APA) provides an operational definition.   
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Psychologists define resilience as the process of adapting well in the face of adversity, 
trauma, tragedy, threats, or significant sources of stress — such as family and relationship 
problems, serious health problems, or workplace and financial stressors. As much as 
resilience involves “bouncing back” from these difficult experiences, it can also involve 
profound personal growth (2020, Building your resilience, para.4).  
Participants identified their process of adapting to the experience of incivility. Adaptations are 
identified and grouped into five sub-themes. Sub-themes identified include emotional support 
from a trusted colleague, life experience and education, professional boundaries, reflective 
practice, and self-care.  
      Emotional support from a trusted colleague. Strong connections with others are part of 
building resilience (APA, 2020). Seven participants identified emotional support from a trusted 
colleague, as a way of adapting to the experience of incivility from any source. This support took 
the form of having a safe place to share, consult, and receive feedback. P02 states, “… I trust the 
people that I work with enough to talk to them about things that bother me. And I have a good 
relationship with people here on this unit.” P05 recommends “…build strong relationships with 
people that you work with that you can trust that you could go to….” 
Life experience and education. Resilient individuals can accept a situation and find 
meaning in the experience (APA, 2020). All participants viewed previous work and life 
experience as contributing to a broader perspective and an ability to look beyond current 
circumstances. P01 states, “…it’s when you actually can see a change by just using your words. 
…Then you made everything you do worthwhile.” P02 describes feeling “…really burnt out” in 
a former career, and from that experience recognized the importance of setting boundaries early. 
She expressed a clear intention she would not let that happen in this nursing career because in 
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her words “… I do love what I do, and I feel like it is a very important job.” P03 describes 
herself as someone who has dealt with a lot in her life and expressed a clear intention “… that I 
am doing everything I can to just do my job and still work with this person as a professional….” 
She avoided seeing a situation as impossible by choosing her actions and thoughts to 
“…recognize all of the strengths that I do see in this person, versus …just focusing on all the 
bad.” 
Participants valued their RPN education, and its practice focuses on therapeutic rapport, 
de-escalation skills, and trauma-informed practice.  Participants commented on the importance of 
role-playing, practice scenarios, and clinical supervision in their education to prepare them for 
their role. Organization resources (e.g., Code White training, leadership training, and conflict 
management) assisted in coping with uncivil experiences.   Based on their personal experience, 
participant recommendations to other nurses centred on the importance of communication skills, 
professional boundaries, de-escalation skills, and self-care strategies.  
Professional boundaries.  There is a recognition that it is up to the individual to exercise 
self-control and establish professional boundaries with others. Four participants described the 
importance of not taking things personally. P01 states, “… I know it has less to do about me and 
more to do about an emotional reaction to their [patient] situation.  I don’t take it personally. I 
think that is what keeps me going back day after day.” The participant described boundaries as 
knowing that “… the feelings that are inside someone else and come at you, you did not generate 
those” (P01). Others offered the perspective that “…at the end of the day…, you just have to step 
back and be like, this is a job” (P02). Participants also chose to accept the situation and reframe 
the experience. In the words of a participant, “… I cannot control what is going on. But I can 
control my reactions and my responses and keep moving forward” (P03).  
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Reflective practice. Four participants either identified or described the process of 
reflecting on their practice as a way of coping with incivility.  P02 states that “I find that I still 
need time to reflect on why something happened and how I could have handled it differently and 
what I want to do differently next time.” P03 comments on the value of feedback to “…check 
myself …to make sure … that I just do not react.” P05 reflects on her practice in the following 
statement.   
“I don’t want to send my patients to the high acuity intensive care unit if I do not have to. 
To me, that is almost a bit of a failure in terms of my de-escalation skills, but for me, … 
that makes me think that I maybe was not doing my job well enough or not paying 
attention to some of the cues my patients were having.” 
Self-care. All participants identified self-care as part of their adaption to incivility 
experienced in the workplace. Activities were identified to separate work from personal life.  The 
critical aspect was “shutting off the mind” or doing something enjoyable to not think about work. 
Taking advantage of organization training was identified as an essential part of coping with 
incivility. There was an emphasis on taking the time to create an individual self-care plan.  
Summary 
Participants in this study represented a cross-section of experience, gender, age group, 
and work roles. Experience varied from less than two to over twenty years of experience. The 
most significant number of participants were female, working in direct care with between 10- 20 
years or more experience. 
Data analysis identified five emergent themes. These themes include: managing incivility 
from patients is part of the job, RPNs experience incivility from health care professionals, 
relationships changed after the experience of incivility, ethical dilemmas resulted from the 
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experience of incivility, and personal resilience is variable. Under the theme of ethical dilemmas, 
two subthemes or groups of dilemmas were described; therapeutic rapport versus personal safety 
and professional communication versus interpersonal issues. Under the theme of personal 
resilience, aspects of this concept were grouped into sub-themes. These sub-themes are 
emotional support from a trusted colleague, life experience and education, professional 
boundaries, reflective practice, and self-care. The following chapter will discuss these findings: 
in light of the current literature, significance, strengths and limitations of this study, and 
implications for future research.  
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Chapter 5: Discussion  
The purpose of this study was to explore the RPN’s lived experience of incivility.  The 
area of acute psychiatric services provided a unique setting for exploration of this topic. The 
following discussion identifies the emergent themes from the findings and situates those findings 
within current nursing literature. The significance of this study in terms of RPN practice, 
education, and mental health administration is described. The strengths and limitations are 
identified, and the implications for future research.    
Alignment with Current Literature 
Managing incivility from patients is part of the job. The qualitative data from this 
study does align with current literature, which indicates higher incidents of violence in sites 
where psychiatric nurses work. Patients are the largest source of incivility, and managing these 
interactions from patients is viewed as part of the job. Whether incidents are under-reported is 
outside the scope of this study. Code White interventions used to manage potentially violent 
situations vary among nurses. Results from this study indicate that similarly to general nursing, 
incivility is a professional issue for RPNs.   
The incidence of incivility in the psychiatric environment is a complex issue. Psychiatric 
services in hospitals include Intensive Care Units (ICU), where seclusion, medical, and physical 
restraint occur as part of the organizational policy to ensure safety for the patient and staff. 
Slemon, Jenkins, and Bungay (2017) argue “that within current psychiatric environments safety 
is maintained as a predominant value and risk management is the cornerstone of nursing care” 
(2017. p. 1). Practices that align with this value are legitimized through the safety discussion, 
“despite evidence refuting their efficacy, and patient perspectives demonstrating harm” (Slemon, 
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Jenkins, & Bungay, 2017, p.1). RPNs working in acute psychiatric services are in an 
environment where the safety discourse and practices associated with this value prevail.  
The aim of confinement will clash with patient autonomy, respect, and therapeutic 
rapport. In the words of one participant, nurses may be viewed as gatekeepers by their patients. 
Participants in this study aligned with the principle value of safety, as none questioned the use of 
seclusion and restraint in extreme circumstances. Participants did describe the personal view that 
calling a Code White was viewed as a failure of their de-escalation skills. All staff did not share 
this view. Participants did describe witnessing other nurses in a secure setting, making comments 
such as, “that will serve you right for trying to take off.” This comment is consistent with the 
view that nurses take on the “burden of responsibility for patient safety and use defensive rather 
than therapeutic practices to avoid blame or litigation” (Slemon, Jenkins, & Bungay, 2017. p.7). 
RPNs may find that they are working in an environment where the practices associated with the 
overarching value of safety, and other health care professionals’ practice, are incongruent with 
their educational background and clinical practice.  
The experience of incivility does affect the psychological health of RPNs, and over time 
those effects are compounded. These results align with research on trauma and vicarious trauma. 
RPNs with less than two years of experience were more vulnerable to incivility. The practice 
environment and differing educational preparation of other nurses may be at variance with the 
focus of RPN practice. Dismissive comments and condescending attitudes from senior nurses 
impact the new RPNs access to clinical consultation and transition into practice.  
Results from this study are compatible with the existing literature that states that 
incivility affects the retention of nurses. Participants described situations where they considered 
leaving the job after uncivil interactions with patients. Some participants expressed firm 
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intention to make this RPN career sustainable and take care of themselves through specific 
actions. Other participants described a sense of powerlessness in their situation and chose to 
“look for other work opportunities” (P06). 
RPNs experience incivility from health care professionals. The experience of incivility 
by RPNs is consistent with general nursing literature.  In a multi-disciplinary environment where 
RPNs, PMHNs, psychiatrists, and SW participate in care planning, differing preparation, and 
overlap in roles may contribute to uncivil interactions. Incivility between health care 
professionals affects information sharing and the collaboration necessary for care planning. 
Additionally, in an extremely stressful situation like a Code White, where nurses with a differing 
focus of practice and health care professionals are involved, the potential for incivility is 
heightened. 
Relationships changed after the experience of incivility.  A recurring theme in the 
findings is a change in relationships, which is consistent with current literature. Therapeutic 
rapport with the patient after an uncivil experience changed.  Depending on the severity of the 
incident, participants increased vigilance or choose to avoid that patient by changing patient 
assignments with another nurse. Participants who viewed the experience as a learning 
opportunity benefited from consulting with another nurse and had the chance to adjust their 
approach to the patient. Incivility between health care professionals, particularly when 
unresolved, created tension and harmed moral.  
Ethical dilemmas resulted from the experience of incivility.  The lived experience of 
incivility creates ethical dilemmas for RPN practice. RPNs use therapeutic rapport as their 
primary tool, to engage and support patients. Finding a balance between maintaining rapport 
with the patient, ensuring patient safety, and the RPNs personal psychological and physical 
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safety is an ongoing dynamic process. Slemon, Jenkins, and Bungay propose a shift in the 
perspectives on safety and risk in psychiatric inpatient care (2017). They argue that the 
overarching value of safety serves to justify harmful nursing practices, which are remnants of 
institutionalized care. They propose that “nurses should provide individualized, flexible care that 
incorporates safety measures while also re-evaluating the risk management culture that gives rise 
to and legitimizes harmful practices” (Slemon, Jenkins, & Bungay, 2017. p.1). RPNs who 
practice in acute psychiatric services where safety is a dominant value will face ethical 
dilemmas, to speak up or stay silent.  Shifting cultures to support patient care requires leadership, 
personal resilience (Prosser, Metzger, & Gulbransen, 2016) combined with Emotional 
Intelligence skills (Goleman, 2013) to remain true to self and ethical practice. 
Another dilemma that RPNs experience is managing the interactions with other health 
care professionals after uncivil exchanges occur.  Unresolved tensions add significant distress to 
the work environment, undermine morale, and impact patient care. Part of shifting culture is 
skillfully navigating the work environment to engage respectfully with others whose educational 
background and practice may differ. Reconstructing relationships after uncivil interactions can be 
challenging, but it is also an opportunity for meaningful dialogue and personal growth.   
The experience of incivility by RPNs is consistent with general nursing literature.  In a 
multi-disciplinary environment where RPNs, and other health care professionals participate in 
care planning, differing preparation, and overlap in roles contributes to uncivil interactions. 
Patient care planning is affected by reduced information sharing and collaboration between 
nurses and other health care professionals. Patient experience also varies depending on the 
practice focus of nurses and the dynamics between nurses on each shift.    
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Personal resilience is variable. The ability to cope with incivility varies with personal 
resilient thoughts and actions (Prosser, Metzger, & Gulbransen, 2016). The Personal resilience of 
RPNs was a factor in the perception and management of incivility in the psychiatric 
environment. The concept of resilience involves the process of adapting well to significant 
sources of stress (APA, 2020). Resilience is not a personality trait that only some people possess, 
“it involves behaviors, thoughts, and actions that anyone can learn and develop” (APA, 2020. 
Building your resilience, para.7). Findings from this study indicate that RPNs behaviors, 
thoughts, and actions constructed differing outcomes. Thomas Jinks and Jack (2015) describe 
resilience and finessing incivility as part of the transition and socialization to clinical practice. 
Specific resilient behaviors described were emotional support from a trusted colleague, 
professional boundaries, reflective practice, and self-care strategies.  These behaviors align with 
current nursing literature on resilience. Nurses can develop and strengthen their resilience to 
reduce their vulnerability to workplace adversity (Jackson, Firtko, & Edenborough, 2007). 
Findings from this study align with Jackson, Firtko, and Edenborough’s proposed self-
development strategies to build personal resilience. They recommend building positive 
professional relationships, maintaining positivity, developing emotional insight, life balance and 
spirituality, and reflective practice (2007). 
Significance  
Implications for RPN practice. The findings from this research seek to fill a significant 
gap in the knowledge of the lived experiences of RPNs in Western Canada. Results from this 
study may contribute to nursing theory and the development of incivility prevention, which in 
turn would support client care.  The role of collaborative care practices in a multi-disciplinary 
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setting deserves greater emphasis to ensure optimal patient care. This research highlights the 
importance of resilience in RPN practice.  
Implications for RPN education. The implications for RPN education include teaching 
the behaviors, thoughts, and actions which develop resilience in nursing practice. Personal 
resilience is a journey of development which include the Emotional Intelligence skills (Goleman, 
2013) of self-awareness, social awareness, self-management, and social skill. Reflective practice 
is an essential component in the personal resilience journey.  Another area of consideration for 
RPN education is an increased focus on interprofessional and collaborative care practices.  
Implications for administration. The administration of acute psychiatric services and 
other mental health services have a leadership role in reducing incivility.  Principle centred 
leadership and an atmosphere of empowerment assist staff become more engaged at work 
(Anthony & Huckshorn, 2008). In mental health services, the values of respect and civil work 
environments are essential for staff retention. Managers need to understand and model the 
behaviours of civility (Mitchell, 2008).  The results of this study will inform nursing 
administration by improved understanding of the impact of incivility on the work environment, 
and retention of psychiatric nurses. There is potential to develop policies to create positive work 
environments within the unique psychiatric environment. “While safety is a crucial component 
of inpatient psychiatric nursing care, its framing and use must shift in order to create 
environments perceived as truly safe and to support meaningful therapeutic engagement and 
treatment” (Slemon, Jenkins, & Bungay, 2017, p.8).   
Strengths and Limitations 
This study provided insight into the lived experience of RPNs working in acute 
psychiatric services. Insights were obtained through the use of a descriptive phenomenology 
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approach. This approach allowed the phenomenon to be explored as free as possible from 
presuppositions and used the participants’ actual words to determine the essence of meaning 
given to experience. Consistent adherence to the philosophical underpinnings and research 
approach of phenomenological inquiry ensured rigour.  There is a commitment to multiple ways 
of understanding, participant viewpoint, little disturbance to the unit environment, and an 
acknowledgment that the research affects the participants (Streubert & Carpenter, 2011).  
The data collection methods support understanding participants’ lived experience by 
recording and using the actual words, context, and adaptations of the participants. The same 
open-ended questions were used for both interviews and written narratives. The researcher uses a 
bracketing process to consciously set aside personal beliefs or judgments and remain open to 
data as it is revealed (Streubert & Carpenter, 2011). Concepts and themes identified moved from 
description to the essence of meaning given to the phenomenon. Triangulation occurs by using 
two data collection methods; individual interviews, and written narratives to confirm and ensure 
completeness of data. The internal consistency is maintained by having one researcher who 
engages in ongoing reflexivity, member checking, and data analysis.  
There are some limitations to this study. Recruitment relied on a poster presentation as 
background information and a follow-up email sent to RPNs by an administrative support 
person.  Due to the nature of twelve-hour shift work on each unit, there was no opportunity to do 
an in-person presentation to recruit participants. The researcher attended each site in order to 
work with the administrative assistant; however, an increased presence on the unit by the 
researcher could potentially have improved participation. These recruitment limitations may have 
contributed to a small sample of eight participants.   
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Data collection methods had some limitations. Interviews conducted by phone due to the 
geographic distance and participant work schedules may lose some of the nuances of non-verbal 
communication (e.g., eye contact and facial expression). Due to the nature of online surveys, 
there is a tendency to complete surveys if they only take a few minutes. There were multiple 
incomplete surveys which were started but then not completed. Those personal narratives 
completed were less comprehensive than individual interviews.   
The experience of RPNs on one psychiatric unit may not be replicated on other units or 
community groups where RPNs work. The researcher used a bracketing process to set aside 
presuppositions and bias; however, Creswell (2013) notes that all researchers do bring values to a 
study. The researcher’s subconscious assumptions and bias can impact data analysis.  
Implications for Future Research 
The implication for future research is that replication of this study in other psychiatric 
units, and within community mental health settings would increase understanding of the RPN 
experience of incivility in those settings. Action research to include those most affected by 
incivility would provide meaningful actions to support engagement and create civil work 
environments. Further research adding quantitative data on RPN absenteeism, turnover rates, and 
grievances would provide valuable data to inform psychiatric and mental health leadership on 
RPN recruitment and retention. Similarly, future research using a mixed-methods approach to 
include the manager’s perspective on incivility would provide data to inform the recruitment and 
retention of managers in acute psychiatric services.  
There is a need for further research to understand the development of resilience in RPNs 
working in the acute psychiatric setting and other mental health settings. Research that could 
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clarify strategies for the development of personal resilience would support RPN job satisfaction, 
recruitment, and retention.  
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Chapter 6: Conclusion 
The RPN experience of incivility in the psychiatric environment and mental health 
services has received limited attention. The purpose of this study was to explore the RPN’s lived 
experience of incivility.  The research question was, what is the meaning given to the experience 
of incivility by RPNs? A qualitative descriptive phenomenology approach was used, where 
meanings are the intentional acts or contents of intentional acts (Husserl, 1965). The philosophy 
of social constructivism underpinned this study. Eight participants provided their narratives. Data 
were analyzed using the descriptive phenomenology steps of intuiting, analyzing, and describing 
(Spiegelberg, 1965).  A textual and structural description was created, then a composite summary 
and five central themes emerged from the data.  These themes include: managing incivility from 
patients is part of the job, RPNs experience incivility from health care professionals, 
relationships changed after the experience of incivility, ethical dilemmas resulted from the 
experience of incivility, and personal resilience is variable.  Under the theme of ethical 
dilemmas, data were grouped into two dilemmas or subthemes: therapeutic rapport versus 
personal safety, and professional communication versus interpersonal issues. Under the theme of 
personal resilience, five aspects of resilience were grouped into subthemes: emotional support 
from a trusted colleague, life experience and education, professional boundaries, reflective 
practice, and self-care.  
Findings from this study align with current nursing literature.  As noted earlier, 
psychiatric nurses work in healthcare sites with the highest incidents of violence and incivility. 
The largest source of incivility is patients, and managing incivility from patients is viewed as 
part of the RPNs’ job.  The experience of incivility does affect the physical and psychological 
health of RPNs, and new graduates are the most vulnerable group. When health care 
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professionals are uncivil or rude to each other, patient care is negatively impacted by reduced 
information sharing and collaboration.  
The experience of incivility does affect the professional development and sustainability 
of the profession of RPNs. There is a trend of declining nursing supply for RPNs (CIHI. 2018). 
There is also a direct relationship between workplace incivility and staff turnover (CNA & 
CFNU, 2014). Recruitment and retention of nurses in the acute psychiatric setting are 
challenging due to the exposure to violence, suicide, and the associated higher levels of stress 
(Wang et al., 2015). With the combined trends of declining nursing supply, workplace incivility, 
and a stressful environment, the recruitment and retention of RPNs and PMHNs is a growing 
issue.   
The literature suggests that just as for any health service, the administration of psychiatric 
or community mental health services has no one method which addresses incivility.  Prevention 
strategies and solutions are available through government, professional regulatory bodies, and 
leadership from healthcare administration.  Leadership has an essential role in guiding conduct 
and socializing staff within the organization according to the value of respect. “Civility requires 
an authentic respect for the people involved and that each encounter requires time, presence, 
engagement, and intention to seek common ground” (Clark, 2013a. p. 441). Education and skill 
training for staff have been designed and are accessible to administrators. The initiative to access 
prevention strategies and resources is necessary to work toward creating a culture of civility in 
mental health services.  
The findings from this study describe the experience of RPNs in managing incivility from 
patients and health care professionals in the psychiatric environment.  Psychiatric nursing is 
taxing, and the feelings, thoughts, and actions to cope with uncivil experiences vary. Findings 
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from this study highlight the importance of personal resilience in responding to incivility. 
“Developing resilience may not be a matter of learning but instead of remembering to stay true to 
self. This development then becomes a matter of developing self by learning to modify outlook 
through the accommodation of reality” (Prosser, Metzger, & Gulbransen, 2016. p 175). Uncivil 
interactions can be reconstructed into meaningful growth and trust relationships with reflection 
and a modified outlook.  Further research is needed to clarify strategies in the development of 
resilience for RPNs.  
Incivility is a professional issue for RPNs. This topic will continue to be important in the 
ongoing pursuit of sustainable healthcare in Canada. This study has made a significant 
contribution to understanding the lived experience of incivility by RPNs working in the acute 
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Appendix A: Copyright Consent 
 
 
Cindy Clark <Cindy.Clark@atitesting.com>  
 
Sun, 1 Apr 2018, 12:32 
 
 
 to me, Karin  
 
 
Dear Joyce-- thank you for your interest in my work and for your civility pursuits. I’m 
pleased to hear that you are pursuing your Master’s degree in Psychiatric Nursing. I 
received a message regarding your interest in using my “Continuum of Incivility” model. The 
model is licensed and copyrighted and requires my expressed written permission for usage 
(provided by virtue of this email) and with full citation/referencing (included on the 
attached model). 
 





Cynthia Clark, PhD, RN, ANEF, FAAN 
Strategic Nursing Advisor 
ATI Nursing Education 
Author of "Creating and Sustaining Civility in Nursing Education" 
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Appendix C: Consent Form 
 
Consent Form: Incivility in Psychiatric Nursing: A Phenomenological Study 
1. Who is conducting the study?  
Joyce Evans is Principal Investigator, a Registered Psychiatric Nurse (RPN), and a student in 
the Masters of Psychiatric Nursing program at Brandon University. Contact information is 250 
859 8973 or evansjm236@brandonu.ca. As an Interior Health employee in a management role in 
Information Management Information Technology (IMIT), there is no authority over staff 
working on psychiatric units, and no conflict of interest.  
Dr. W. Dean Care, Dean and Professor Faculty of Health Studies, Brandon University, is a 
thesis advisor to the Principal Investigator. Contact information is 204 727 7456 or 
cared@brandonu.ca 
2. Why should you take part in this study?  
You are invited to participate in this research study because you are an RPN currently 
working on a psychiatric unit, who may have experienced some form of incivility in the past 12 
months. We are seeking approximately 10-12 RPNs to participate. The purpose of this study is to 
explore the RPN lived experience of incivility.  Incivility is defined as rude, discourteous 
behaviours toward others, which are an assault on human dignity. Incivility can range from a 
social slight like eye-rolling, to bullying behaviours, or verbal and physical violence. 
3. What happens if you say, “Yes, I want to be in the study?  
If you say ‘Yes,’ here is how we will do the study: 
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• We will ask you to participate in an individual interview approximately one hour in 
length. You will be asked eight questions about your experience with incivility.  
• Or, you may click on the link provided in an email sent to you, and complete a written 
personal narrative answering the same eight questions, using an anonymous online 
survey. By agreeing to the consent in the email, and submitting the survey, you are 
providing consent.  
• If you have chosen to participate in an individual interview, the location of the interview 
will ensure your privacy and can be set up at an IH site or another private location (e.g., 
local library, business, or a community meeting room). 
• The interview will be recorded for data analysis with your consent. If you choose not to 
have the interview recorded, the Principal Investigator will take handwritten notes.  
• Throughout the interview, I will be checking with you to ensure that I have accurately 
understood your perceptions.  
• Then a follow-up meeting will occur approximately 15- 30 minutes to make sure the 
information collected is accurate.   
4. Study Results 
The results of the study will be shared in the following ways: 
• a graduate thesis submitted to Brandon University 
• a presentation to Interior Health’s Research Department.  
• Article submission to an academic journal for publication.  
5. Is there any way being in this study may be bad for you? 
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The topic of incivility is sensitive and often associated with stress. There is a risk that 
recounting your experience of incivility will be distressing. If at any time you become distressed, 
you may choose to withdraw and remove all of your information. A list of counselling resources 
will be provided to you.  
6. What are the benefits of participating?  
Although there is no immediate benefit to participating in this research, your participation 
will contribute to a more thorough understanding of incivility amongst RPNs.  You may also 
benefit from the knowledge that you are adding to the body of psychiatric nursing literature on 
this topic. A research summary report will be made available to participants by contacting the 
Principal Investigator.  The contact information is at the top of the first page of this form. 
7. How will your privacy be maintained?   
Your confidentiality will be respected. Participation in this research is confidential, so no 
one, including your manager or colleagues, will know about your decision to participate or not in 
this research. Your name will not be associated with the findings in any way, and only the 
Principal Investigator and thesis advisor will have access to data to review for analysis. No 
names or information will allow the thesis advisor to identify participants. All documents will be 
identified only by code number and kept in a locked filing cabinet, with single access by the 
Principal Investigator. Only the Principal Investigator will be completing the interview 
transcriptions. All electronic data associated with this research will be stored on password-
protected and encrypted NViro 12 software. After seven years, it will be permanently deleted. 
Please be aware if at any point in this study, you reveal that there has been an incident that  
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involves abuse or neglect of a child or an elderly person (or that there is a risk of such occurring), 
the researcher must, by law, report this information to the appropriate authorities.  
8. Will you be paid for your time taking part in this research study?  
There is no compensation for participating in this study. You will not be paid by your 
employer for the time you take to be in this study.  
9. Who can you contact if you have questions about the study?  
If you have any questions or concerns about what we are asking of you, please contact the 
Principal Investigator. The contact information is at the top of the first page of this form.  
10. Who can you contact if you have complaints or concerns about the study?   
In the event of any ethical issues or concerns, you may contact the Brandon University 
Research Ethics Committee (BUREC) at 204 727 9712 or burec@brandonu.ca. If you have 
concerns about your rights as a research participant or your treatment, you may contact the Chair 
of the IH REB at 250-870-4602 or researchethics@interiorhealth.ca. 
11. Participant Consent and Signature Page 
The interview will be recorded for data analysis.  
_____ Yes, I agree to have the interview recorded. 
_____ No, I do not agree to have the interview recorded. 
Taking part in this study is entirely up to you. You have the right to refuse to participate 
in this study. If you decide to take part, you may choose to pull out of the study at any time 
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• Your signature below indicates that you have received a copy of this consent form for 
your records.  
• Your signature indicates that you consent to participate in this study.  
 
_____________________________________________________________________________ 
Participant Signature         Date 
 
______________________________________ 
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Appendix D: Follow up Email 
Hello Everyone,  
 
       I am a Registered Psychiatric Nurse (RPN), and an employee of Interior Health.  As a 
student in the Masters of Psychiatric Nursing program at Brandon University, I am 
conducting a research study. My research is supervised by a thesis advisor Dr. Dean Care 
(204-727-7456). 
        I met with your manager, and (s)he has approved the placement of a poster 
presentation entitled Incivility in Psychiatric Nursing: A Literature Review. It will be placed 
in a common area for you to review. The poster outlines the key points of a review of 
current literature on the topic of incivility and a gap in our knowledge of the lived 
experience of RPNs.  
You are invited to participate in a research study. The purpose of the study is to learn 
more about the lived experience of incivility within the profession of RPNs. Incivility is 
defined as rude, discourteous behaviors toward others, which is an assault on human 
dignity. On a continuum, incivility can range from a social slight to bullying, verbal, and 
physical violence.  
 
To participate in this study, you can contribute your experience in one of two ways.   
1. An individual interview. Please allow approximately one hour to complete the 
interview.   I will also need approximately 15-30 minutes to follow up with 
interview participants to confirm data accuracy and ensure that they cannot be 
identified.  
2.  A written personal narrative using an online survey could take up to one hour. 
This survey is anonymous. 
If you would like to arrange an individual interview, please respond to this email, or 
contact me at 250 859 8973.  In the interview, you will be asked about your experience of 
incivility in your workplace over the past 12 months. The information you provide is 
confidential, and your identity will be concealed by using a code in place of your name.  
 
      If you prefer to provide a written personal narrative using an anonymous online survey, 








Joyce Marlene Evans RPN, BScPN, MPN(c) Principal Investigator 
 
Email: evansjm236@brandonu.ca      Phone: 250 859 89 
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Appendix E- Interview Questions  
 Date _____________________ 
       Code_____________________  
Interview Questions: Incivility in Psychiatric Nursing: A Phenomenological Study 
Identifying data:  
• length of time employed as RPN;  
o RPN student  
o 0-2 years  
o 3-5 years  
o 6-9 years  
o 10-20 years  
o over 20 years 
• gender;  
o male 
o female 
• age group,  
o 20-25 years  
o  26-30 years  
o  31-40 years  
o  41-55 years  
o  over 55 years 
• current work role.  
o Direct care  
o Leadership role (e.g., team lead, coordinator, manager) 
Incivility is considered to be rude, discourteous behavior toward others, which is an assault on 
human dignity. On a continuum, incivility can range from a social slight to bullying, verbal, and 
physical violence.  
1. Describe your experience of incivility in the workplace over the past 12 months? 
2. What did you think?  
3. How did you feel?  
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4. How did you cope? 
5. What did you do?  
6. What was it like to be around the other person(s) after the experience?  
7. What personal resources or skills prepared you for the experience (e.g., education 
preparation, worksite or organizational resources, personal supports)? 
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Appendix F- Print Version of Electronic Survey  
Incivility in Psychiatric Nursing: A Phenomenological Study 
Who is conducting the study?  
Joyce Evans is Principal Investigator (PI), a Registered Psychiatric Nurse (RPN), and a 
student in the Masters of Psychiatric Nursing program at Brandon University. Contact 
information is 250 859 8973 or evansjm236@brandonu.ca. As an Interior Health employee in a 
management role in Information Management Information Technology (IMIT), there is no 
authority over staff working on psychiatric units, and no conflict of interest. 
Dr. W. Dean Care, Dean and Professor Faculty of Health Studies, Brandon University, is 
a thesis advisor to the Principal Investigator. Contact information is 204 727 7456 or 
cared@brandonu.ca 
Why should you take part in this study?  
You are invited to participate in this research study because you are an RPN currently 
working on a psychiatric unit, who may have experienced some form of incivility in the past 12 
months. We are seeking approximately 10-12 RPNs to participate. The purpose of this study is to 
explore the RPN lived experience of incivility.  Incivility is defined as rude, discourteous 
behaviours toward others, which are an assault on human dignity. Incivility can range from a 
social slight like eye-rolling, to bullying behaviours, or verbal and physical violence. 
What happens if you say, “Yes, I want to be in the study?  
Please set aside up to 60 minutes in a quiet place to complete a written narrative of your 
experience guided by the questions in this survey.  
Study Results 
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The results of the study will be shared in the following ways: a graduate thesis submitted 
to Brandon University, a presentation to Interior Health’s Research Department, article 
submission to an academic journal for publication. 
Is there any way being in this study may be bad for you? 
The topic of incivility is sensitive and often associated with stress. There is a risk that 
recounting your experience of incivility will be distressing. If at any time you become distressed, 
you may choose to withdraw and discontinue this survey. A list of counselling resources is 
available to you at Interior Health’s Employee and Family Assistance Program (EFAP) at 
www.WorkHealthLife.com, or calling toll free at 1-844 880-9142. 
What are the benefits of participating?  
Although there is no immediate benefit to participating in this research, your participation 
will contribute to a more thorough understanding of incivility amongst RPNs.  You may also 
benefit from the knowledge that you are adding to the body of psychiatric nursing literature on 
this topic. A research summary report will be made available to participants by contacting the 
Principal Investigator.  The contact information is at the top of this page. 
How will your privacy be maintained?  This survey is anonymous. Participation in this 
research is confidential, so no one, including your manager or colleagues, will know about your 
decision to participate or not in this research. Only the PI and thesis advisor will have access to 
data to review for analysis. All electronic data associated with this research will be stored on 
password-protected and encrypted NViro 12 software. After seven years, it will be permanently 
deleted. Please be aware if at any point in this study, you reveal that there has been an incident 
that involves abuse or neglect of a child or an elderly person (or that there is a risk of such 
occurring) the researcher must, by law, report this information to the appropriate authorities. 
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Will you be paid for your time/ taking part in this research study?  
There is no compensation for participating in this study. You will not be paid by your 
employer for the time you take to be in this study. 
Who can you contact if you have questions about the study?  
If you have any questions or concerns about what is being asked of you, please contact 
the PI. The contact information is at the top of this page. 
Who can you contact if you have complaints or concerns about the study?   
In the event of any ethical issues or concerns, you may contact the Brandon University 
Research Ethics Committee (BUREC) at 204 727 9712 or burec@brandonu.ca. If you have 
concerns about your rights as a research participant or your treatment, you may contact the Chair 
of the IH REB at 250-870-4602 or researchethics@interiorhealth.ca. 
For any questions you may have, please contact the researcher by email at 
evansjm236@brandonu.ca or by phone at 250 859 8973.  
There are 13 questions in this survey 
Section A - Participant information  
By submitting this survey, you are acknowledging that you understand the nature and purpose of 
this study, and consent for your information to be used for research on this topic. 
Please choose only one of the following: 
 Yes  
 No  
[] How long have you been employed as a Registered Psychiatric Nurse? * 
Please choose only one of the following: 
 RPN student  
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 0-2 years  
 3-5 years  
 6-9 years  
 10-20 years  
 over 20 years  
[] What gender are you? * 
Please choose only one of the following: 
 Female  
 Male  
[] What age group describes you? * 
Choose one of the following answers 
Please choose only one of the following: 
 20-25 years  
 26-30 years  
 31-40 years  
 41-55 years  
 over 55 years  
[] How would you describe your current work role? * 
Choose one of the following answers 
Please choose only one of the following: 
Direct care  
Leadership role (team lead, coordinator, manager)  
Section B- Written Narrative  
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[] Describe your experience of incivility in the workplace over the past 12 months. * 
Please write your answer here: 
  
[] What did you think? * 
Please write your answer here: 
  
[] How did you feel? * 
Please write your answer here: 
  
[] How did you cope?  * 
Please write your answer here: 
  
[] What did you do? * 
Please write your answer here: 
  
[] What was it like to be around the other person(s) after the experience? * 
Please write your answer here: 
  
[] What personal resources or skills prepared you for the experience (e.g., education 
preparation, worksite or organizational resources, personal supports)? * 
Please write your answer here: 
  
[] What would you say to other nurses who experience incivility?  * 
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31.03.2020 – 00:00 
 
Submit your survey. 
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